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 This was a federal home health post condition 

follow-up survey for complaints IN 00181132 and  

IN 00180705                    

Survey Dates:  3/4/2016 and 3/7- 3/8/2016

Facility #:  IN003257

Medicaid #: 200424030

Facility census: Unduplicated skilled previous 12 

months

Skilled:  160

HHA only : 312

Personal Services:  0

Total: 474

Clinical  records reviewed  5

Interim Healthcare of SE IN Inc, is precluded from 

providing its own home health aide training and 

competency evaluation program for a period of 2 

years beginning 11-23-15, for being found out of 

compliance with the Conditions of Participation 42 

CFR 484.10 Patient's Rights; 484.14 

Organization, Services, and Administration; and 

484.18 Acceptance of Patients, Plan of Care, and 

Medical Supervision.
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